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Encapsulating  peritonitis  or  ‘‘abdominal  cocoon’’  is  characterised  by  part  or  all  of  the
digestive  tube  being  encased  in  a  thick  membrane  forming  a  sort  of  ‘‘cocoon’’.  In  addition
to  secondary  forms  related  to  peritoneal  dialysis  or  those  with  drug  related,  inﬂammatory
or  tumour  aetiologies,  rare  idiopathic  forms  have  been  described.  We  report  here  a  case
of  an  idiopathic  form  in  a  15-year-old  adolescent  girl.
Observation
S.  D.,  a  15-year-old  adolescent  girl,  was  seen  for  a  subocclusive  obstruction  which  had
developed  over  2  months,  with  loss  of  weight  of  11  kg.  There  were  no  symptoms  of  fever.
There  was  no  particular  medical  or  surgical  history.  The  physical  examination  was  normal.
Laboratory  results  showed  moderate  anaemia  and  the  absence  of  any  inﬂammatory
condition.  Small  bowel  transit  showed  gastroduodenal  distension,  inter-loop  adhesions,
delayed  progress  of  the  opaque  agent  (Fig.  1)  and  a  lack  of  colonic  opaciﬁcation  after  3
hours.
A  CT  scan  suggested  the  diagnosis  of  encapsulating  peritonitis  by  showing  peritoneal
thickening  trapping  the  small  bowel  loops,  gastroduodenal  distension  with  an  abrupt  tran-
sition  suggesting  an  adhesion  at  the  angle  of  Treitz  (Fig.  2).  Laparotomy  revealed  gastric
stasis  and  a  huge  sac  adhering  to  the  pelvis  and  liver,  formed  of  a  thick,  whitish,  ﬁbrous
membrane  enclosing  all  the  small  intestinal  loops  which  had  adhered  to  one  another
(Fig.  3).
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Figure 1. Small bowel transit. Procubitus image, with localised
compression. Gastroduodenal liquid distension (stars) with adhesion
of small intestine loops (arrowheads) persisting despite localised
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idiopathic  forms:  a  congenital  origin  and  reﬂux  of  menstrualompression, producing a ‘‘cauliﬂower’’ appearance.
Resection  of  the  membrane  released  the  small  intestine
nd  made  it  possible  to  see  a  junction  area,  10  cm  from  the
uodenal-jejunal  angle,  due  to  an  adhesion  arising  from  the
ac  which  was  surrounding  a  proximal  jejunal  loop.  An  ileal
esion  occurred  during  the  procedure  which  was  successfully
epaired  by  suturing.  Cytobacteriological  examination  of  the
eritoneal  ﬂuid  showed  many  polymorphs  and  erythrocytes.
o  microorganisms  were  found  on  direct  examination  or
fter  culture  on  the  usual  and  speciﬁc  media.  Histological
xamination  of  the  membrane  concluded  that  it  was  peri-
oneal  tissue  remodelled  by  common  chronic  lesions  with
clerosis,  considerable  oedema  and  the  inﬁltration  of  free
igure 2. Abdominal CT with injection. Small intestine loops in a sac
uantity of effusion of peritoneal liquid (discontinuous arrow). Gastrod
truction.
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olymorphs  (Fig.  4).  Immediate  and  long-term  evolution  was
avourable,  marked  by  transit  resuming  and  weight  gain  of
 kg  in  2  months.
iscussion
ncapsulating  peritonitis  is  characterised  by  all  or  part  of
he  digestive  tube  being  ‘‘cocooned’’  inside  a  thick  mem-
rane.  It  is  well  known  in  renal  impairment  with  peritoneal
ialysis  [1],  and  other  secondary  forms  are  also  recog-
ised  [2,3], particularly  exceptional  ‘‘idiopathic’’  forms,
ccurring  especially  in  young  adolescent  girls  [4,5]. For  a
ong  time,  diagnosis  has  been  peroperative  during  treat-
ent  of  an  intestinal  obstruction  or  subocclusive  condition,
ut  nowadays  a  central  role  in  preoperative  diagnosis  of
ncapsulating  peritonitis  can  be  played  by  imaging.  Despite
he  rarity  of  this  condition,  the  radiological  signs  of  it
ave  gradually  been  reﬁned.  The  ‘‘cauliﬂower’’  appearance
escribed  during  bowel  transit  tests  shows  the  small  intes-
ine  enclosed  in  a  sac  [6].
CT  scans  provide  the  best  diagnostic  approach.  They  show
he  thickening  of  both  the  peritoneum  and  the  mesenter-
es,  and  the  encapsulation  of  loops  [7,8]. This  patient’s
ondition  was  diagnosed  as  idiopathic  given  the  absence
f  any  particular  history,  her  young  age,  her  sex,  the  fact
hat  laboratory  and  bacteriological  tests  were  negative  and
articularly  the  fact  that  histological  examination  of  the
embrane  showed  a  non-speciﬁc  inﬂammatory  reaction.
n  tropical  areas,  endemic  conditions,  such  as  tubercu-
osis,  must  be  excluded;  where  this  is  located  in  the
bdominopelvic  region  it  could  appear  as  encapsulating
eritonitis  [9].
The  aetiopathogenesis  of  this  condition  is  still  obscure  for of thick peritoneal membrane (continuous arrows), with a small
uodenal distension (stars): a: Axial slice; b: MPR. coronal recon-
uid  into  the  peritoneum,  combined  with  an  inﬂammatory
eaction  of  viral  origin  have  been  incriminated  [4].  On  the
herapeutic  level,  excision  or  decortication  with  release  of
Idiopathic  sclerosing  encapsulating  peritonitis:  A  case  in  an  adolescent  girl  631
Figure 3. Macroscopic appearance: a: view before ablation of the mem
of the abdominal cavity following decortication of the membrane.
Figure 4. Microscopic view following HES staining (× 100). Major
a
l
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Rperitoneal ﬁbrosis with replacement of normal peritoneal adipose
cells by a polymorph inﬁltrate.
small  bowel  adhesions  is  generally  recommended  [10], even
if  it  exposes  the  patient  to  the  risk  of  surgical  wounds  [2]
as  was  the  case  here.  The  overall  prognosis  is  excellent  in
idiopathic  forms.
Conclusion
Idiopathic  encapsulating  peritonitis  is  a  rare  aetiology  of
subocclusive  obstruction,  which  we  must  not  fail  to  recog-
nise.  A  CT  scan,  or  failing  this,  a  test  of  small  intestine
transit,  can  suggest  the  diagnosis  of  encapsulating  peri-
tonitis,  a  condition  which  for  a  long  time  has  proved  a
surprise  for  the  surgeon  when  operating.  Nevertheless,
the  idiopathic  character  will  only  be  determined  from  the
[brane covering and enclosing the loops of small intestine; b: view
etiological  results  provided  by  histological  examination  and
aboratory  tests.
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